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ABSTRACT
THE RELATIONSHIP BETWEEN PARENTAL PSYCHOPATHOLOGY AND
CHILDREN’S SUBTYPES OF DISRUPTIVE BEHAVIOR PROBLEMS
MAY 2006
LAUREN H. GOLDSTEIN, B.A., UNIVERSITY OF MIAMI
M.S., UNIVERSITY OF MASSACHUSETTS AMHERST
Ph D., UNIVERSITY OF MASSACHUSETTS AMHERST
Directed by: Professor Elizabeth Harvey
Parent psychopathology, including parental depression, anxiety, substance abuse,
personality disorders, and ADHD, has been shown to be related to children’s behavior
development (Chronis et al., 2003). However, much of the research on the relationship
between parent psychopathology and children’s behavior problems has not considered
children with different subtypes of behavior problems (e.g., those with hyperactivity
versus those with oppositional-defiance), has focused on children of elementary school-
age and older, and has focused on maternal psychopathology. The present study
examined how mothers’ and fathers’ psychopathology is related to subtypes of behavior
problems among preschool-aged children. Participants included 215 children, who were
between 38 and 50 months, and their mothers and fathers, who were participating in a
longitudinal study of young children with behavior problems. Children’s behavior
problems and parent psychopathology were measured using parental questionnaires and
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interviews. A series of ANOVA’s and Chi-square analyses were run. As expected,
parents of comorbid behavior problem children reported greater levels of
psychopathology, alcohol abuse, and personality disorders than did parents of non-
problem children, and parents of both purely hyperactive children and comorbid behavior
problem children reported greater levels of their own history of childhood ADHD than
did parents of non-problem children. Exploratory analyses examined the moderating
effects of child gender, child ethnicity, and parent education. This study has implications
for understanding the importance of studying subtypes of preschool children’s behavior
problems, as well as the contribution of parent psychopathology to the maintenance and
exacerbation of behavior problems from preschool age to elementary school age.
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CHAPTER 1
INTRODUCTION
Many young children are likely to exhibit disruptive behavior problems, including
hyperactivity, aggression, and defiance, to some extent (Campbell, 1990), with 30 to 50%
of preschool-aged children with behavior problems continuing to show such difficulties
at age 6 (Campbell, Ewing, Breaux, & Szumowski, 1986). Although research suggests
that genetic variations may largely account for the development of Disruptive Behavior
Disorders (Goodman & Stevenson, 1989), it is clear that environmental factors contribute
to the chronicity, severity, and comorbidity of such problems and should be a target for
intervention. Many environmental factors have been shown to be associated with
children’s Disruptive Behavior Disorders. One particularly important factor to consider
when examining children’s behavior development is parent psychopathology. Parent
psychopathology may inhibit or interfere with children’s treatment, the process of
change, or children’s abilities to maintain improvements. However, much of the research
on the relationship between parent psychopathology and children’s behavior problems
has focused on children of elementary school-age and older. Furthermore, the literature
has largely treated behavior problems as a unidimensional construct, ignoring variability
among children with different types of behavior problems (e.g., children who are
hyperactive versus children who are aggressive). Understanding the differential
relationships between parents’ types of psychopathology and children’s types of behavior
problems may have significant implications for genetic and contextual etiological models
of children’s behavior development.
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Disruptive Behaviors in Children
Disruptive Behavior Disorders include Attention Deficit Hyperactivity Disorder
(ADHD), Oppositional Defiant Disorder (ODD), and Conduct Disorder (CD). Children
with ADHD are characterized as being hyperactive, impulsive, and inattentive; children
with ODD have difficulties with hostility, defiance, and noncompliance, and often are
physically aggressive; and children with CD demonstrate a pattern of behavior that
violates the rights of others, including bullying, lying, and cruelty to people or animals
(American Psychiatric Association, 2000). ODD and CD are often grouped together in
the literature on disruptive behavior disorders because the primary difference between the
two is thought to be severity; ODD is a less severe disorder typically affecting younger
children, whereas CD involves more severe transgressions and is most common among
adolescents. Approximately half of all clinic-referred children with ADHD develop
comorbid ODD/CD (American Psychiatric Association, 2000). However, while many
ADHD children do not develop comorbid ODD/CD, research suggests that ODD/CD in
the absence of ADHD is relatively uncommon (Reeves, Werry, Elkind, & Zametkin,
1987).
Although there has been some debate about whether or not ADHD and ODD/CD
represent distinct disorders (Biederman, Newcom, & Sprich, 1991), studies suggest that
they are separate, though related, disorders (Hinshaw, 1987; Pillow, Pelham, Hoza,
Molina, & Stulz, 1998), which often lead to disparate outcomes (Barkley, 1998). For
example, research has found that symptoms of ADHD and ODD are differentially related
to peer rejection and peer popularity (Milich, Landau, Kilby, & Whitten, 1982), antisocial
acts (Fergusson, Horwood, & Lynskey, 1993), and cognitive ability (Szatmari, Boyle, &
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Offord, 1989). Furthermore, comorbid disruptive behavior problems may contribute to a
host of behavioral, social, and emotional problems and may provide an additional risk or
vulnerability over each problem behavior alone (August, Realmuto, MacDonald, Nugent,
& Crosby, 1996; Lahey et al., 1988). In addition, children with comorbid ADHD and
ODD come from families that are characterized by high levels of family conflict (e.g.,
Baker & Heller, 1996; Johnston & Mash, 2001), marital discord (e.g., Barkley,
Anastopoulos, Guevremont, & Fletcher, 1992; Lindahl, 1998), and parent
psychopathology, including antisocial personality disorder, alcoholism, and depression
(e.g., Chronis et al., 2003; Lahey et al., 1988).
Parental Depression
The majority of research examining the relationship between parent
psychopathology and children’s behavior problems has focused on parental depression.
There is a large literature documenting the relationship between parental depression and
children’s behavior problems (see Cummings & Davies, 1994 and Gartstein & Fagot,
2003 for reviews). Parental depression may be a particularly important area of
psychopathology to consider when examining children’s behavior development because
of the negative impact on parental stress and the parent-child relationship (Burke, 2003).
Research examining children of depressed parents began with early studies of
parents with schizophrenia and their children, in which depressed parents and their
children were used as comparison groups. In these studies, children of depressed parents
often were found to be as disturbed, if not more disturbed, than children of schizophrenic
parents (Rolfe, 1972; Seifer & Sameroff, 1981). Depressed parents and their children
have since been the focus of a considerable number of studies examining the associations
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between parent psychopathology and child outcome (e.g., Cummings & Davies, 1994;
Downey & Coyne, 1990; Gelfand & Teti, 1990; Goodman & Gotlib, 1999). In this
research, parental depression has been associated with a variety of child problems from
infancy and toddlerhood to childhood and adolescence, including insecure attachment
(Radke-Yarrow, Cummings, Kuczynski, & Chapman, 1985), difficult temperament
(Gelfand, Teti, & Fox, 1992), negative parent-child interactions (Carter, Garrity-Rokous,
Chazan-Cohen, Little, & Briggs-Gowan, 2001), internalizing problems (Cox, Puckering,
Pound, & Mills, 1987), and conduct problems, substance abuse, and antisocial personality
(Chronis et al., 2003; Lahey et al
. ,
1988; Nigg & Hinshaw, 1998). One of the most
common correlates of parental depression is externalizing behavior problems in the
children of depressed parents (Gartstein & Fagot, 2003). Children of depressed parents
have been found to be two to five times more likely to develop behavior problems than
children of non-depressed parents (Orvaschel, Walsh-Allis & Ye, 1988).
The majority of research examining the relationship between parental depression
and children’s behavior problems has focused on mothers (e.g., Boyle & Pickles, 1997;
Gartstein & Fagot, 2003; Johnston, 1996). Mothers who are depressed often engage in a
variety of problematic child-rearing behaviors. For example, depressed mothers may be
coercive and critical toward their children and have difficulty providing guidance,
direction, positive feedback, and problem-solving strategies to their children, thereby
reinforcing their children’s misbehaviors (Gartstein & Fagot, 2003).
Although children of depressed mothers have been shown to display higher levels
of externalizing problems across the developmental span from infancy (Field, 1995)
through adolescence (Brennan, Hammen, Katz, & Le Brocque, 2002), most of the
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research examining the relationship between maternal depression and children’s behavior
problems has focused on children of elementary school-age or older, which is when
behavior problems become most clinically impairing, interfering with academic
functioning, peer relationships, and emotional regulation (Barkley, 1998). This research
often has looked simply at the relationship between maternal depression and non-specific
externalizing behavior problems and has consistently found that maternal depression is
significantly and positively associated with elementary school-aged children’s
externalizing behavior problems (e.g., Henderson, Sayger, & Home, 2003; Schaughency
& Lahey, 1985; Spieker, Larson, Lewis, Keller, & Gilchrist, 1999). In addition,
researchers have consistently linked maternal depression to ADHD in elementary school-
aged children (e.g., Cunningham, Benness, & Siegel, 1988; Johnston, 1996; Whalen &
Henker, 1999). However, in a recent review, Oyserman, Mowbray, Meares, and
Firminger (2003) suggested that the emergence of the negative effects of a mother’s
mental illness on her child’s well-being become apparent as early as age 1. Furthermore,
research on disruptive behavior problems suggests that the onset of impairment due to
behavior problems is typically between ages 3 and 4 (Applegate et al., 1997). Therefore,
studying the effects of maternal depression on preschool-aged children may be
particularly important for understanding children’s maladaptive behavior development.
Although the relationship between maternal depression and elementary school-
aged children’s behavior problems is well established, there is a paucity of research
examining this relationship in preschool-aged children. In the limited studies that have
examined young children of depressed mothers, these children generally have been found
to display greater levels of behavioral maladjustment at home and with peers (Campbell,
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1990; Spieker et al., 1999). In addition, studies of preschool-aged children of depressed
mothers suggest that the impact of maternal depression may vary depending on current
mood state and depressive status, the severity and chronicty of distress, the type of
depression, and the outcome measure used (Frankel & Harmon, 1996). However, some
researchers suggest that the severity of young children’s behavior problems may be more
closely associated with the severity of their mothers’ depressive symptoms, rather than
their mothers specific diagnoses (i.e., whether their mothers were diagnosed with Major
Depression, Dysthymic Disorder, or Bipolar Disorder; Zahn-Waxler, Cummings,
McKnew, & Radke-Yarrow, 1984).
Besides focusing on older children, most studies in this area, particularly those
focused on preschool-aged children, have examined children’s behavior problems solely
as a unidimensional construct, typically referred to as “externalizing problems.” For
example, in an early study of the behavior of children of depressed mothers, maternal
depression was found to affect young children in nonspecific ways (Zahn-Waxler,
McKnew, Cummings, Davenport, & Radke-Yarrow, 1984). That is, parental depression
was related to a range of children’s behavioral symptoms that were all considered
“externalizing problems,” including hyperactivity, impulsivity, and temper tantrums, but
the study did not examine whether depression was related to each of these types of
problems separately. Research suggests that children’s behavior problems are
multidimensional, even among preschool-aged children (Friedman, Doctoroff, Harvey,
Goldstein, & Pierce, 2003). Studies have shown that preschool externalizing behaviors,
such as hyperactivity and aggression, are categorically distinct behaviors that, although
related, are associated with distinct outcomes (Hinshaw, 1987). For example, as reported
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in Hinshaw’s (1987) review, four factor analyses of parent- and teacher-report
questionnaires conducted in the 1970’s revealed that preschool children’s behavior
problems could be classified into distinct categories of behaviors, including aggression,
defiance, hyperactivity, and distractibility (Baker & Dreger, 1973; Behar & Stringfield,
1974; Kohn & Rossman, 1972; O’Donnell & van Tuinan, 1979). Still, there is limited
research examining the qualitative differences in young children’s behavior problems
when specifically examining children of depressed mothers versus children of non-
depressed mothers. For example, Cunningham and Boyle (2002) found that mothers of
preschool-aged children with early signs of ADHD reported higher levels of depression
than did mothers of non-ADHD children; however, they did not examine whether this
was true for both mothers of pure ADHD children and for mothers of children with
comorbid ADHD and ODD. In other studies with older children, higher levels of
depression were found in mothers of children with ADHD, regardless of co-occurring
ODD or CD, than were found in mothers of children without ADHD (Nigg & Hinshaw,
1998). In addition, while some researchers have found depression to be more common in
parents of hyperactive children (e.g., Befera & Barkley, 1985), this research tends to
compare parents of ADHD children with parents of normal control children. Research
comparing parents of ADHD children with parents of other clinic-referred children
suggests that higher levels of parental depression seem to be associated with the presence
of comorbid behavior problems in the children of depressed parents, rather than pure
ADHD symptoms in these children (e.g., Lahey et al., 1988). For example, in a study
stemming from a large, longitudinal clinical trial examining correlates of elementary
school-aged children’s ADHD symptomatology (the Multimodal Treatment Study of
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Children with ADHD; MTA Cooperative Group, 1999), maternal depressive symptoms
were found to be related to the presence of comorbid ODD/CD in ADHD children, but
not to the presence of ADHD alone (Johnston, Murray, Hinshaw, Pelham, & Hoza,
2002). This is consistent with research that suggests that ADHD is rooted in more
biological/genetic vulnerabilities, whereas ODD and CD develop as a result of
environmental contributors, such as parent psychopathology (Barkley, 1998).
While research on the relationship between maternal depression and children’s
behavior problems has consistently linked the two variables, research on paternal
depression has been limited. Historically, children tend to spend more time with their
mothers than they tend to spend with their fathers (DeKlyen, Biembaum, Speltz, &
Greenberg, 1998). Because of this, research on how parental factors such as depression
relate to children’s adjustment, including behavioral development, has focused on
mothers’ behaviors and characteristics, such as maternal depressive symptomatology. In
addition, the substantially higher rate of depression in women as compared to men (e.g.,
one study reported a female to male ratio of 7: 1; Kessler et al., 1994) has led researchers
to focus their attention on the association between depression in mothers and child
outcome. However, fathers certainly play an important role in child development and
have been understudied (see Phares & Compas, 1992 for a review).
Most studies of paternal depression and child behavior problems have focused on
elementary school-aged children and have found mixed results. One study comparing
fathers of ADHD children with fathers of normal control children found that fathers of
ADHD children reported levels of depression that were no higher than fathers of control
children (Cunningham et al., 1988). Cunningham and colleagues also found that fathers
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of ADHD children reported lower levels of depression than did mothers of ADHD
children. Similarly, in two studies that looked at fathers of ADHD children without
comorbid CD, fathers of ADHD boys were shown to report levels of affective disorders
that were no higher than fathers of other clinically-referred boys (Lahey et al 1988;
Stewart, DeBlois, & Cummings, 1980). In another study of more general child behavior
problems, fathers reports of their children’s externalizing behavior problems were not
associated with fathers’ reports of their depression, although mothers’ reports of
depression were significantly related to behavior problems (Schaughency & Lahey,
1985). However, others have reported that fathers of clinic-referred children do report
more depression than do fathers of non-referred children (e.g., Patterson, Reid, &
Dishion, 1992).
There also has been conflicting evidence regarding the relationship between
paternal depression and children’s behavior problems in preschool-aged children. For
example, DeKlyen et al. (1998) conducted two studies of fathers of clinic-referred and
non-referred preschool boys. In one study they found no differences in paternal
depression between fathers of clinic-referred boys and fathers of non-referred boys.
However, in their second study, DeKlyen and colleagues found that fathers of clinic-
referred boys did report higher levels of depression. The researchers speculated that this
inconsistency between the two studies may have been due to having more adequate
power in their second study. Still, this discrepancy highlights the need for further
research on the association between paternal depression and preschool children’s
disruptive behavior problems. In addition, differences in the relationship between
paternal depression and children’s behavior problems may be masked by grouping
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children’s behavior problems together. However, there is a lack of research examining
differential relationships between fathers of children with different subtypes of behavior
problems.
Although some studies have found that children of depressed fathers are at an
increased risk for behavioral difficulties, most of these studies have grouped mothers and
fathers together and have not found differential effects for mothers versus fathers (e.g.,
Beardslee, Schultz, & Selman, 1987; Billings & Moos, 1983; Orvaschel et al„ 1988).
This suggests that the levels of behavioral maladjustment shown by children of depressed
fathers may be no more or less clinically significant than the levels shown by children of
depressed mothers (Phares & Compas, 1992). More recently, however, research has
suggested that paternal depression is uniquely related to third variables, which are
associated with children’s behavior problems, including decreased levels of positivity in
father-child interactions (Jacob & Johnson, 2001), lack of father involvement (Baker &
Heller, 1996), and greater marital discord (Downey & Coyne, 1990). Furthermore, it is
unclear whether or not differences between how paternal, as well as maternal, depression
are related to children’s behavior problems may be accounted for by differences in how
depressed parents interpret and report their children’s behaviors.
Biases in Distressed Parents’ Reports
While there is extensive research linking parents’ depressive symptomatology to
children’s behavior problems, there is also extensive research examining the problems
with parental-reports of their children’s behaviors, which may be significantly biased
when the parent who is reporting is depressed (e.g., Chi & Hinshaw, 2002; Najman et al.,
2000). Clinical depression is often characterized by a set of cognitive distortions, which
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interfere with an individual’s ability to accurately perceive and interpret behaviors,
particularly those that are troublesome (Clark, Beck, & Alford, 1999). Disruptive
behaviors that are typically considered to be age-appropriate are more likely to be
misperceived by depressed parents as being more severe, more chronic, or even
purposefully disobedient (Harrison & Sofronoff, 2002). For example, McFarland and
Sanders (2003) found that depressed mothers tended to evaluate their behavior disordered
children as displaying higher levels of total problem behaviors than non-depressed
mothers of similarly behavior disordered children. Upon observational investigation, the
researchers found levels of problem child behavior that were no different in children of
depressed mothers than in children of non-depressed mothers. This was consistent with
other studies comparing depressed mothers’ perceptions of their children’s behavior
problems to observational measures of children’s behavior problems, which have
consistently found that depressed mothers rate their children more negatively than do
non-depressed mothers, despite no observable differences between the children’s
behaviors (Conrad & Hammen, 1989; Dumas & Serketich, 1994). This has led other
researchers to question their findings of a significant positive association between
parental depression and children’s behavior problems, suggesting that their results may
have been accounted for by parents’ over-exaggerated reports of their children’s behavior
problems (Gardner, 1987; Lahey et al., 1988; Lytton, 1990).
There is mixed evidence regarding whether or not the “depression-distortion”
model of the relationship between parental depression and children’s behavior problems,
which describes depressed parents as having a distorted perception of their children s
behaviors, is valid (see Richters, 1992 for a review). For example, although there is often
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only low to moderate agreement between mothers’ reports and fathers' reports, as well as
between parents’ reports and teachers’ reports, of children’s behaviors (Achenbach,
McConaughy, & Howell, 1987; Kttrdek, 2003), some studies of children of depressed
versus non-depressed parents have found that children of depressed parents are rated as
more maladjusted by second, non-depressed parents (Billings & Moos, 1985),
observations of children’s behaviors (Radke-Yarrow et al„ 1985), and self-reports
(Weissman, Wickramarante, Warner, & John, 1987), challenging the theory that
depressed parents are biased in their reporting of their children’s behavior problems.
Although it may be that depressed parents exaggerate the degree of problems in their
children, it also may be that their distorted perceptions of their children’s behaviors are
contributing to their continued distress, and therefore decreased availability to meeting
their children’s needs. This distress and unavailability then may result in an increase in
children’s behavior problems (Cox et al., 1987).
Other studies have found that parental depression is associated with minimal
(albeit significant) distortions in parents’ reports of their children’s problems (Chilcoat &
Breslau, 1997; Fergusson, Lynskey, & Horwood, 1993; Youngstrom, Izard, & Ackerman,
1999), suggesting that biases may partly (but not entirely) account for the relationship
between parental depression and their reports of their children’s behavior problems.
Furthermore, other researchers have found that depressed mothers report levels of
disruptive behavior problems in their children that are consistent with teachers’ reports of
the same children’s behaviors, as well as observer ratings (Lovejoy, 1991).
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Parental Anxiety
Elevated levels of parental anxiety have also been associated with children’s
disruptive behaviors (Chronis et al. f 2003). Research has found that parents who are
chronically worried, nervous, tense, or fearful may create an affectively distressing
environment for their children (Chronis et al., 2003). This distressing environment may
put children already at risk for developing a Disruptive Behavior Disorder at an increased
risk for developing more severe or comorbid behavior problems, as was concluded by
Chronis and colleagues (2003), who found significant associations between parents’
current and lifetime diagnoses of Anxiety Disorders and their 3- to 7-year-old children’s
comorbid diagnoses of ADHD and ODD/CD, but not with their children’s pure ADHD
diagnoses. However, the relationship between parental anxiety and children’s behavior
problems has been shown to exist even with mild levels of parental anxiety, suggesting
that children are extremely sensitive to their parents’ distress and show negative
behavioral reactivity in response (West & Newman, 2003). For example, West and
Newman (2003) found that even low levels of parental anxiety were related to preschool
children’s ability to focus and sustain attention. However, there is much less known about
how or why parental anxiety affects children’s behavior (or how or why children’s
behavior affects parental anxiety) than is known about the effects of parental depression.
In fact, few studies have even considered parental anxiety when examining the parent
psychopathology-child behavior problem relationship, and those studies that have
considered parental anxiety have tended not to consider the differential effects of a
specific type of parental anxiety disorder or a specific type of children’s disruptive
behavior problem in preschool-aged children. Only one known study has examined this
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relationship. In this study, mothers of children with comorbid ADHD and ODD/CD were
more likely to receive a diagnosis of Social Phobia and Obsessive-Compulsive Disorder
than were mothers of comparison children, while no significant differences were found
between children’s diagnoses of behavior disorders and parents’ diagnoses of lifetime
Panic Disorder, lifetime Simple Phobia, or current Generalized Anxiety Disorder
(Chronis et al., 2003).
According to Nigg and Hinshaw (1998) there are a number of other possible links
between parental anxiety and children’s behavior problems. For example, children with
ADHD who have anxious mothers may themselves be more inhibited than are ADHD
children with non-anxious mothers. Another possibility may be that ADHD children who
have anxious mothers may limit noncompliant and defiant behaviors in order to ease their
mothers’ anxiety. Finally, it may be that anxious mothers may be more likely to
anticipate and attempt to control conduct problems in their children than are non-anxious
mothers. In these ways, anxiety in mothers of behavior problem children may serve as a
protective factor for children at risk for conduct problems. However, research does not
support this “protective factor” theory. On the other hand, there is empirical evidence to
support the idea that parental anxiety disorders may cause significant distress for parents,
thereby disrupting the parent-child relationship and exacerbating children’s behavior
problems. For example, Nigg and Hinshaw (1998) found that school-aged boys with
ADHD (regardless of comorbid ODD/CD diagnosis) and boys with symptoms of
aggression and noncompliance were more likely to have anxious mothers than were
comparison boys. In addition, boys with comorbid ADHD and ODD/CD were more
likely than comparison boys to have anxious fathers. In preschool-aged children, West
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and Newman (2003) found that parental anxiety symptoms were not related to parents’
reports of children’s externalizing symptoms, but were related to observers’ ratings of
children s externalizing symptoms, suggesting that anxious parents may under-report
behavior problems in their children. Studies, however, have tended not to consider how
parental anxiety is related to specific types of behavior problems in preschool-aged
children.
Parental Substance Abuse
Parental substance abuse has also been studied extensively and linked to
children’s externalizing problems, particularly oppositional, aggressive, and defiant
behaviors (e.g., Loukas, Zucker, & Fitzgerald, & Krull, 2003). This research, however,
mostly has considered children’s behavioral outcomes in terms of DSM diagnoses (i.e.,
ADHD, ODD, CD), and it mostly has examined children of school age or older. Research
has tended not to consider the relationship between parental substance abuse and specific
externalizing problems in preschool-aged children.
In studies of school-aged children and adolescents of parents who abuse
substances, particularly alcohol, findings generally suggest that children of substance-
abusing parents are more likely to be abusing substances themselves, and they are at a
greater risk for developing other psychological and social deficits, including depression,
anxiety, and most notably, externalizing behavior problems, than are children with non-
abusing parents (see West & Prinz, 1987 for a review). Although many children with
alcohol-abusing parents do not develop later alcohol abuse (Johnson & Jacob, 1995),
children of alcohol-abusing parents are at an increased risk for developing disruptive
behavior problems, including aggressive, oppositional, and defiant behaviors (Zucker,
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Chermack, & Curran, 2000). However, this finding has not always held up for both
mothers and fathers. Many studies have found that children’s Disruptive Behavior
Disorders are related to paternal substance abuse, but not to maternal substance abuse
(e.g., Jary & Stewart, 1985; Lahey et al., 1988; Loukas et al., 2003). For example, Frick,
Lahey, and Loeber, (1992) and Schachar and Wachsmuth (1990) found that fathers of
children with ODD or CD displayed higher rates of drug and alcohol abuse than fathers
of control children, but in neither study was ODD or CD related to maternal substance
abuse (or any other maternal diagnosis). Furthermore, research has shown that fathers of
children with CD are more likely to be alcohol abusers than are fathers of children
diagnosed with any other condition (Jary & Stewart, 1985). While a few studies have
found an association between pure ADHD in children and substance abuse in parents
(Barkley, Fischer, Edelbrock, & Smallfish, 1991; Biederman, Faraone, & Keenan, &
Tsuang, 1992), many studies have found that parental substance abuse is associated with
ADHD in children only when comorbid ODD or CD are present (e.g., Chronis et al.,
2003). This supports the idea that parent psychopathology is related to an increase in
severity of behavior problems and contributes to comorbid diagnoses (e.g., comorbid
ADHD and ODD), rather than a pure ADFfD diagnosis, which is thought to have a
largely biological etiology (Barkley, 1998). However, these studies examining children’s
Disruptive Behavior Disorder diagnoses and parents’ substance abuse have focused on
children school-aged and older.
The studies that have included preschool-aged children in examining the
behavioral effects of parents’ substance abuse on their children similarly have found that
parental substance abuse (particularly paternal alcohol abuse) is linked to children’s
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(particularly boys’) disruptive behavior problems. For example, Puttier, Zucker,
Fitzgerald, and Bingham (1998) found higher levels of externalizing behavior problems
in children aged 3-8 years old from alcoholic families than in children from nonalcoholic
families. In another study examining 3- to 7-year-old children with behavior disorders,
comorbid ADHD and ODD/CD in children was associated with increased levels of
maternal stimulant/cocaine dependence and increased paternal alcohol use (Chronis et al.,
2003). However, neither of these studies examined the parent psychopathology-child
behavior relationship separately for preschool-aged and school-aged children.
Most studies examining the relationship between parental substance abuse and
children’s behavior problems have focused on alcohol abuse. There is some research,
however, that has considered the behavioral outcomes of children with drug-abusing
parents. For example, Catalano, Haggerty, Fleming, Brewer, and Gainey (2002) found
that children whose parents abused methadone displayed greater levels of behavior
problems than did children from a community sample. In addition, researchers have noted
the increased levels of environmental risk (Catalano, Kosterman, & Hawkins, 1996), as
well as biological risk (Griffith, Azuma, & Chasnoff, 1994), that children of drug-abusing
parents face.
Some researchers examining the association between parental substance abuse
and child behavior problems have suggested that substance abuse in parents affects
children as a result of the cumulative negative effect of environmental stressors, negative
parent-child relationships, and comorbid parental psychopathology that are often
associated with parental substance abuse. However, Loukas and colleagues (2003) found
that for fathers, the effects of alcoholism uniquely contributed to their son’s disruptive
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behavior problems, after controlling for maternal alcoholism, paternal antisocial
personality, family conflict, and the child’s lack of control, suggesting that parental
alcohol abuse may be related to negative child outcomes, even in families where
associated problems are minimal. Some researchers, however, have questioned whether
or not substance abuse may be secondary to Antisocial Personality Disorder due to the
high rate of overlap between the two disorders and the similar associated environmental
correlates and behavioral outcomes in the children of disordered parents (Lahey et al.
,
1988).
Parental Personality Disorders
Research that has examined the relationship between parental personality
disorders and children’s behavior problems almost exclusively has considered parental
Antisocial Personality Disorder (ASPD). Parental ASPD has been shown to be related to
children’s externalizing problems (Shaw, Owens, Vondra, & Keenan, 1996). In
particular, ASPD in fathers has been shown to be related to aggressive and antisocial
behavior in children (see Frick et al., 1994 for a review).
Although there has been a consistent relationship found between ASPD in fathers
and behavior problems in children, the relationship is somewhat conflicting for mothers.
For example, in a study by Scharchar and Wachsmuth (1990), no relationship was found
between ASPD in mothers and oppositional-defiant and conduct disordered behavior in
children, but a relationship was found for fathers. In other studies, ASPD in both mothers
and fathers was related to children’s conduct disordered behavior (Faraone, Biederman,
Keenan, & Tsuang, 1991; Lahey et al., 1988).
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While researchers initially thought that parental ASPD was related to ADHD in
children, more recent studies that have differentiated between children with pure ADHD
and those with comorbid ADHD and ODD/CD have found that it is the comorbid
condition that is associated with parental ASPD, and in fact, ODD/CD in children has
been associated with parental ASPD regardless of whether or not there is co-occurring
ADHD (Chronis et al., 2003; Frick, Lahey, Christ, Loeber, & Green, 1991; Lahey et al„
1988).
Researchers examining the relationship between antisocial behavior in parents
and antisocial behavior in their children tend to consider the relationship as resulting
from either genetic transmission/biological risk or behavioral modeling of antisocial
behavior, or a combination of the two (Frick & Loney, 2002). For example, an adoption
study of children with antisocial behavior found ASPD in 30% of biological mothers and
30% of biological fathers, while no adoptive parents met diagnostic criteria for ASPD
(Jary & Stewart, 1985). Behavioral principles, however, suggest that children’s
observations of their parents’ antisocial behaviors results in children learning these
behaviors, accounting for the elevated levels of antisocial behaviors in the children of
ASPD parents. But, as Frick and Loney (2002) note in their review of parent and child
antisocial behavior, it is difficult to examine how the modeling of antisocial behavior
contributes to children’s development of similar antisocial behavior because many
parents who exhibit antisocial behaviors do not have consistent contact with their
children. There is also some evidence that parenting may account for the relation between
parent ASPD and children’s externalizing problems. ASPD in mothers has been
associated with harsh disciplinary practices (Bosquet & Egeland, 2000) and maternal
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unresponsiveness (Cassidy, Zoccolillo, & Hughes, 1996), which have been associated
with children’s externalizing behavior problems (Patterson, 1982). However, Frick and
colleagues (1992) found that paternal ASPD provided a “significant risk” for children’s
behavioral outcome above and beyond the risk provided by maternal parenting practices.
To my knowledge, only two studies have examined the relationship between
personality disorders other than ASPD and children’s behavior problems, and they did
not directly measure personality disorders. One of these studies, which was conducted
over 30 years ago, examined the relationship between parents’ MMPI profiles and
children’s behavior. In this study, Anderson (1969) found that mothers of clinic-referred
children (i.e., those considered aggressive or neurotic) tended to have subscale elevations
on Hysteria, Psychopathic deviate, Mania, Hypochondriasis, Paranoia, Psychasthenia,
and Depression (Anderson, 1969). In the second study looking at MMPI profiles of
parents of behavior-disordered children, Lahey, Russo, Walker, and Piacentini (1989)
found that whereas mothers of children with CD had elevated scores on the Psychopathic
Deviate, Hypomania, Hypochondriasis, Hysteria, and Schizophrenia MMPI subscales,
mothers of ADHD children were not found to have any elevated MMPI subscales.
Parental ADHD
An established relationship exists between parental history of childhood ADHD
and ADHD in offspring (see Whalen & Henker, 1999). In fact, parental ADHD is the
only parental disorder that has been consistently related to ADHD in children, without
comorbid ODD or CD (Frick et al., 1991). However, little is known about the relationship
between child ADHD and current adult ADHD in parents. ADHD in adults has been
considered in the literature only recently. Although once thought to be solely a disorder
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of childhood, it is now believed that up to two-thirds of individuals with childhood cases
of ADHD continue to meet diagnostic criteria (or continue to have significant impairment
due to symptoms of ADHD) into adulthood (Barkley, 1998). In addition, it is expected
that 25% of children with ADHD (or symptoms of the disorder) will come from a home
in which at least one parent also has ADHD, and more than 50% of parents with ADHD
will have a child with ADHD as well (Faraone & Biederman, 1997). This familial
transmission of ADHD has been found regardless of comorbid ODD/CD diagnosis
(Faraone et al., 1991; Lahey et al., 1989), suggesting a highly heritable component to an
ADHD diagnosis, or ADHD-like symptoms.
Research suggests that the symptom presentation of ADHD in adults may look
similar to the symptom presentation of ADHD in children; however, there are unique
challenges faced by adults with the disorder, including managing ADHD and parenting
(Weiss, Hechtman, & Weiss, 2000). For example, mothers’ inattentive symptoms and
fathers’ inattentive and impulsive symptoms have been associated with parental laxness
(Harvey, Danforth, Eberhardt-McKee, Ulaszek, & Friedman; 2003), which, in turn, has
been consistently linked to children’s behavior problems in school-aged children (e.g.,
Danforth, Barkley, & Stokes, 1991), as well as preschool-aged children (e.g., Goldstein,
2003).
The impact of parental ADHD on the family, and particularly on children with
similar attention deficits and hyperactivity problems, is substantial. For example, Sonuga-
Barke, Daley, and Thompson (2001) found that while ADHD children’s behavior
significantly improved following parent training for ADHD parents when parents
(mothers) had endorsed few ADHD symptoms, no improvements were found for children
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of mothers who endorsed significant levels of ADHD. Therefore, understanding how
parental ADHD is related to children’s behavior development may be particularly
important in considering treatment options for ADHD children. For example, perhaps
pharmacological treatments are more effective than parent training sessions when
working with a child whose parent has ADHD, although adherence to their children’s
stimulant regimens also has been shown to be difficult for ADHD parents (Stine, 1994).
On the other hand, treating an ADHD parent with psychostimulant medication has been
shown to be beneficial for an ADHD child (Evans, Vallano, & Pelham, 1994). For
example, one case study by Evans and colleagues (1994) found that when an ADHD
mother was treated with psychostimulant medication, the mother demonstrated
improvements in her parenting behavior, and she reported improvements in her son’s
behavior. The researchers suggested that improvements in the child’s behavior may have
been due to the child reacting to the change in the mother’s behavior or to a change in the
mother’s perception of her child’s behavior (Evans et al., 1994).
Transactional Processes
While research has established that the presence of psychopathology in parents
may be associated with the exacerbation of children’s disruptive behaviors (e.g., Chronis
et al., 2003), there is little causal research to support a directional relationship between
children’s behavior problems and their parents’ disorders. Despite this lack of evidence,
some researchers have speculated about the direction of the relationship and the causal
mechanism or mechanisms underlying the relationship. However, these studies have been
mostly correlational in nature (Downey & Coyne, 1990), and therefore, they do not
provide statistical evidence for a directional relationship.
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In one of the few studies examining a causal model to explain the relationship
between parent symptomatology and child outcome, Hammen, Burge, and Stansbury
(1990) found that maternal functioning was causally related to children’s adjustment and
psychopathology, including behavior problems, such that poor maternal functioning led
to increases in child maladjustment. Similarly, Jouriles, Murphy, and O’Leary (1989)
found that as mothers’ moods became more negative, they became less engaged in their
observed interactions with their sons, and their sons became less compliant with their
mothers. When mothers’ moods became more positive, they became more engaged in
their interactions, and their sons were more compliant with their mothers.
Other research examining the direction of the relationship has focused on the
effects of children’s behavior on parents’ emotional health. That is, there is some
research suggesting that children's behavior problems cause their parents' symptoms
(Pelham et al., 1997). In addition, some research suggests that children’s ADHD
symptomatology in particular, significantly predicts parental psychological distress
(Fischer, 1990). The reason may be that having a child with significant externalizing
behavior problems causes a parent to feel inadequate, ineffective, or incapable of
controlling their children or providing the proper care for their positive development
(Cunningham & Boyle, 2002). For example, in a study by Pelham et al. (1997), parents
randomly assigned to interact with children displaying externalizing behavior problems
reported higher levels of depression, as well as higher levels of ineffectiveness and
hostility, and greater alcohol consumption following the interactions, than did parents
assigned to interact with children displaying no behavior problems. The researchers
concluded that children’s behavior problems directly influence parents’ lower self-
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competence, and therefore higher depression scores and greater alcohol consumption, in
parents of behavior problem children. In addition, another study found that children’s
behaviors were a significant antecedent to (and the best single predictor of) maternal
responsiveness (Panaccione & Wahler, 1986), which has been shown to be a correlate of
parental depression (Cox et al., 1987; Johnston et al., 2002) and personality disorder
(Conroy & Marks, 2003).
A majority of researchers, however, have proposed that the relationship between
children s externalizing behavior problems and parents’ psychological problems is
bidirectional (or transactional), such that parents’ behaviors influence their children’s
behaviors, and children’s behaviors influence their parents’ behaviors, reciprocally (e.g.,
Cummings & Davies, 1994; Lytton, 1990). In addition, it is commonly accepted that this
transactional process involves a genetic vulnerability to psychopathology or
maladjustment within children of disordered parents, which then becomes activated as
children’s emotional needs are not met, and their environments become disturbed, hostile,
and/or affectively inappropriate (Beardslee, Bemporad, Keller, & Klerman, 1983;
Molina, Pelham, & Lang, 1997).
Evidence for a transactional parent behavior-child behavior relationship has been
suggested in a number of studies (e.g., Billings & Moos, 1985; Hammen, Burge, Bumey,
& Adrian, 1990; Hammen, Burge, & Stansbury, 1990). For example, Hammen, Burge,
and Stansbury (1990) proposed that besides causal relationships between maternal
functioning and child outcome, as well as between child characteristics and child
outcome, there is a reciprocal, causal relationship between maternal functioning and child
characteristics such that distress in mothers influences children’s behavior, and behavior
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problems in children influence mothers’ moods “in an escalating cycle of mutual
distress (p. 29). This “cycle” parallels Patterson’s coercive cycle of negative parent-
child interactions, whereby parents’ harsh and inconsistent parenting and children’s
oppositional and defiant behavior affect one another and create a cycle of escalating
parent-child negativity (Patterson, 1982). This cycle may be particularly apparent with
parents who display antisocial tendencies, who display many of the same aggressive and
oppositional behaviors as their behavior disordered children. Sameroff and Fiese (1990)
contend that examining the transactional relationship between maternal and child factors
is necessary in order to understand children’s developmental outcome. No studies have
examined if there are specific transactional processes involved in the parent
psychopathology-child behavior relationship. It may be that depressed, anxious, or
substance-abusing parents create a negative, hostile, and stressful environment, which
then leads to misbehaviors in children, just as behavior-problem children may create
similarly negative, hostile, stressful environments for parents who are trying to manage
these children, which then leads to depression, anxiety, or substance use in parents.
In addition to there being a bidirectional relationship, there are multiple causal
mechanisms that may help to explain the relationship between parental psychopathology
and children’s behavior problems. For example, there is research to suggest that maternal
depression is associated with changes in children’s brain activity in the frontal and
parietal lobes, suggesting that there may be some physiological component to the
relationship (Dawson et al., 2003). However, the majority of research has suggested that
the association between parental psychopathology and children’s behavior problems can
be largely accounted for by environmental correlates (e.g., Henderson, Sayger, & Home,
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2003). For example, it may be that parental distress leads to coercive parent-child
interactions, which lead to escalating child behavior problems (Patterson, 1982). These
behavior problems may lead parents to feel inadequate or incompetent, leading to
increased parental distress. Similarly, it may be that increased parental distress leads to
increased marital discord (Downey & Coyne, 1990; Frick, 1994), which can foster the
modeling and reinforcement of oppositional and aggressive behaviors for children (Frick
& Loney, 2002; Gartstein & Fagot, 2003). This research on factors that influence or
mediate the parent distress-child behavior relationship highlights the importance of
studying multivariate aspects of parent, child, and family characteristics and relationships
in order to develop a more complete and comprehensive model (Frick, 1994; Goodman &
Gotlib, 1999). However, doing so also may be flawed, because examining multiple
pathways makes it difficult to target the unique contribution of any one factor, which
makes tailoring interventions for parents of behavior problem children, as well as
pinpointing causal relationships, more difficult.
Studying maternal and paternal psychopathology may be particularly important in
order to determine how having two disordered parents, or one disordered parent and one
non-disordered parent, affects children’s development. For example, one recent study by
Brennan and colleagues (2002) found that depression in both a child’s mother and father
had an additive effect on the incidence of children’s diagnoses of ADHD, ODD, and CD.
Similarly, researchers have found that substance abuse among both mothers and fathers
provided a cumulative risk for behavior problems in their children (Puttier et al., 1998).
Other researchers have found that the negative effects of maternal psychopathology on
children may be mitigated by having a father without psychopathology (e.g., Radke-
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Yarrow et al., 1985; Tannenbaum & Forehand, 1994). However, research on the unique
effects of maternal and paternal psychopathology on children varies depending on the
type of psychopathology being assessed. For example, there is evidence that paternal
depression is a “sufficient condition” for negative child outcomes (Phares & Compas,
1992), but there is little evidence suggesting that maternal alcohol abuse (in absence of
paternal substance abuse or other environmental stressors) is directly associated with
children’s behavior problems (Loukas et al., 2003).
The Present Study
Extensive research has linked parents’ psychological problems to children’s
behavior problems (Campbell, 1990). In addition, some research has suggested that the
severity of parental disturbance is more important than the actual diagnosis in predicting
children’s behavior problems (e.g., Zahn-Waxler et al., 1984). Studying the relationship
between mothers’ and fathers’ psychopathology and behavior problems in preschool-
aged children may be particularly important because parental psychopathology likely
contributes to the maintenance and exacerbation of behavior problems from preschool
age to elementary school age, as well as the generalization of behavior problems to
school settings (Gartstein & Fagot, 2003). As such, studying the relationship between
parental psychopathology and children’s externalizing behavior problems may be
particularly important for children of preschool age, before children’s behaviors become
problematic for academic and peer relationship success. In addition, given the increased
stress and challenges faced by parents of young children (Oyserman et al., 2003), which
may lead to symptom exacerbation in parents, studying preschool-aged children is
essential.
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Finally, research has tended to neglect examining different subtypes of behavior
problems in preschool-aged children. Evidence for differentiating subtypes of behavior
problems in preschool
-aged children when examining their relationship with parent
psychopathology has been mixed. However, research with older children examining
differences in familial dysfunction between children with different subtypes of Disruptive
Behavior Disorders, particularly ADHD and CD, has found that CD in children is
associated with a set of negative parental and familial correlates, above and beyond those
associated with ADHD in children, and children are at an even greater risk for familial
dysfunction (including parental psychopathology) when comorbid problems exist
(Biederman, Munir, & Knee, 1987; Chronis et al., 2003; Frick, Lahey, Christ, Loeber,
Green, 1991; Johnston & Mash, 2001; Johnston et al., 2002). Furthermore, in studies
examining other factors of the familial environment of preschool children with behavior
problems (e.g., interparental conflict and parental disciplinary strategies, including
laxness and overreactivity) differential effects have been found for preschool-aged
children with specific subtypes of behavior problems (Goldstein, 2003; Goldstein, Sippel,
Pierce, Miller, Harvey, & Meteyer, 2003). These findings suggest that research on the
differential relationships between preschool children’s subtypes of behavior problems
and parent psychopathology may be critical to pursue. Understanding the negative effects
of preschool children’s specific types of behavior problems may be most important in
terms of the clinical implementation of parent and child interventions.
The present study examined whether there is a relationship between parent
psychopathology (depression, anxiety, substance abuse, personality disorders, and
ADHD) and specific types of children’s disruptive behavior problems (hyperactivity,
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oppositional-defiance, comorbid hyperactivity and oppositional defiance, and no behavior
problems). This study focused both on mothers and fathers and examined these
relationships among preschool
-aged children. In addition, this study explored whether or
not the relationship between parental psychopathology and children’s behavior problems
was moderated by child gender, parent ethnicity, or parent education.
It was hypothesized that parents of children with comorbid behavior problems
(hyperactivity and oppositional-defiance) would have the highest levels of
psychopathology and would be most likely to have a DSM-IV diagnosable disorder.
Parents of children classified as purely oppositional-defiant would have the next highest
levels of psychopathology, followed by parents of purely hyperactive children, and then
parents of non-behavior problem children (who would have the lowest levels of
psychopathology and would be the least likely to have a DSM-IV diagnosable disorder).
29
CHAPTER 2
METHOD
Participants
The sample was drawn from 259 children who were between 38 and 50 months
and their mothers and fathers (when available), who were participating in a longitudinal
study of young children with behavior problems. Families were recruited through state
birth records, as well as pediatrician offices and community centers throughout Western
Massachusetts. Parents completed a screening packet consisting of the Behavior
Assessment System for Children - Parent Report Scale (BASC-PRS; Reynolds &
Kamphaus, 1992) and a questionnaire containing demographic information and a
question asking parents if they were concerned about their children’s activity level,
defiance, aggression, or impulse control. Approximately 80% of the 259 included
children who scored at least 65 on the Aggression and/or Hyperactivity subscales of the
BASC during the screening, and whose parents indicated concern about their children’s
behavior. Approximately 20% of the 259 included children who showed no signs of
behavior problems on the BASC-PRS during the screening, and whose parents indicated
no concern about their children’s behavior. In addition, participating children were
limited to those with no evidence of cognitive impairment, deafness, blindness, language
delay, cerebral palsy, epilepsy, autism, or psychosis, based on parental interviews and
questionnaires, and child observations.
Procedure and Measures
Children who met the criteria as indicated above were invited to participate in
comprehensive child and family assessments in the families’ homes. During the home
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visits, parents completed a number of measures, including demographic information,
measures of their psychopathology, and measures of their children’s behaviors. Each
parent who participated was paid $200 for his or her time.
Behavior Assessment System for Children
. Children’s behavior problems were
measured during a screening and again during the home visit using the Behavior
Assessment System for Children - Parent Report Scale (BASC-PRS; Reynolds &
Kamphaus, 1992). The BASC-PRS is a comprehensive rating scale that yields scores for
a variety of subscales measuring child behavior problems, including hyperactivity and
aggression, in children ages 2 years 6 months and older, and it has demonstrated good
reliability and validity (Reynolds & Kamphaus, 1992).
Disruptive Behavior Rating Scale . During the home visits, parents completed the
Disruptive Behavior Rating Scale - Parent Version (DBRS; Barkley & Murphy, 1998), a
26-item questionnaire using a 4-point Likert scale to measure parents’ reports of their
children’s behavior problems. This measure was developed on elementary school-aged
children and yields scores for hyperactivity/impulsivity, inattention, and oppositional-
defiance. A factor analysis conducted on children in the present study suggested that the
DBRS yields factor scores for hyperactivity/impulsivity, inattention, and oppositional-
defiance, and has demonstrated good convergent and construct validity in this sample of
behavior problem and non-behavior problem 3-year-old children (Friedman et ah, 2003).
The items for the oppositional-defiant factor were identical to those found in older
children. Two of the 9 hyperactive-impulsive items did not load on the hyperactive-
impulsive factor for 3-year-old children and therefore were not used in this study. Thus,
for each child, a DBRS oppositional-defiant scores was calculated by averaging across all
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8 oppositional-defiant items, and a hyperactive-impulsive score was calculated by
averaging across the 7 items that loaded on the hyperactive-impulsive factor in this
sample. High scores indicated more behavior problems and ranged from 0 to 3.
Diagnostic Interview Schedule for Children
. Children’s behaviors also were
measured using a portion of the Diagnostic Interview Schedule for Children (DISC IV;
Shaffer et al., 1993), a structured clinical interview that has demonstrated adequate
reliability and validity for use with parents of children ages 6 and older to assess a range
of child psychopathology, including ADHD and ODD (Piacentini, Shaffer, & Fisher,
1993; Shaffer et al., 1993). This interview was modified for the current study to eliminate
age inappropriate items for 3-year-old children. For each child, a
hyperactivity/impulsivity and oppositional-defiance score was calculated to reflect the
number of symptoms endorsed by the child’s parent(s) as being a behavior the child
displays often.
Center for Epidemiologic Studies - Depressed Mood Scale . Parental depression
was measured using the Center for Epidemiological Studies - Depressed Mood Scale
(CES-D; Radloff, 1977), a 20-item self-report measure of depressive symptoms as
experienced during the previous week. The CES-D has demonstrated good reliability and
validity (Weissman, Sholomaskas, Pottenger, Prusoff, & Locke, 1977). A score
for each parent was calculated by averaging across all 20 items. High scores indicated
greater levels of depression.
Millon Clinical Multiaxial Inventory - III . Parental psychopathology was
measured using the Millon Clinical Multiaxial Inventory - III (MCMI; Millon & Davis,
1997), a 175-item questionnaire that assesses symptoms based on DSM-IV criteria. It
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assesses both Axis I disorders, including Anxiety, Somatoform, Bipolar: Manic,
Dysthymia, Major Depression, Posttraumatic Stress, and Alcohol and Drug Abuse
disorders, and Axis II disorders, including Schizoid, Avoidant, Depressive, Dependent,
Histrionic, Narcissistic, Antisocial, Compulsive, Schizotypal, Borderline, and Paranoid
personality disorders. The MCMI has demonstrated good reliability and validity (Millon
& Davis, 1997). Raw scores for each subscale were used, where high scores indicated
greater levels of psychopathology.
Structured Clinica l Interview for DSM-IV
. The Structured Clinical Interview for
DSM-IV (SCID; Spitzer, Williams, Gibbon, & First, 1990) is an interview designed to
assess psychopathology according to DSM-IV criteria. Each parent participating was
interviewed using the SCID to assess for current and lifetime Major Depressive Disorder,
Dysthymic Disorder, Bipolar Disorder, Alcohol and Drug Abuse, Panic Disorder,
Obsessive-Compulsive Disorder, Post-Traumatic Stress Disorder, Social Phobia, and
Generalized Anxiety Disorder. The SCID has consistently demonstrated adequate
reliability and validity (Skre, Onstad, Torgerson, & Kringlen, 1991; Williams et al.,
1992). For each disorder, parents were classified as either “yes” (if they meet diagnostic
criteria), or “no” (if they did not meet diagnostic criteria).
DSM-IV ADHD Symptom Rating Scale for Adults . Parents completed the DSM-
IV ADHD Symptom Rating Scale for Adults (Barkley & Murphy, 1998), an 18-item self-
report scale using a 4-point Likert scale to meausre current symptoms of ADHD (nine
inattentive symptoms and nine hyperactive-impulsive symptoms). Each item was
measured on a scale ranging from 0 (rarely or never) to 3 (very often). Scores were
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calculated by averaging across items. High scores indicated greater ADHD
symptomatology and ranged from 0 to 3.
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CHAPTER 3
RESULTS
Behavior Groups
Children were categorized into one of four groups (purely hyperactive, purely
oppositional-defiant, comorbid hyperactive/oppositional-defiant, and non-behavior
problem) based on mothers’ reports 1 of children’s behavior problems. The behavior
groups were determined by aggregating across behavior symptoms endorsed on the
BASC-PRS completed during the screening process, the BASC-PRS completed during
the home visit, the DBRS, and the DISC-IV. Multiple measures were used in order to
provide a more reliable estimate of children’s behavior than using a single interview or
rating scale. This study did not examine children with purely inattentive symptoms
because the onset of ADHD-Inattentive Type is later than for other subtypes (American
Psychiatric Association, 2000), and research suggests that inattentive children are
considerably different in their patterns of development, comorbidity, and impairment than
the other subtypes (Barkley, 1997; Barkley, DuPaul, & McMurray, 1990).
A Hyperactivity and Oppositional-Defiant index was created by averaging z
scores, which were calculated for each subscale of each measure. For the BASC, z scores
were calculated for the Hyperactivity and Aggression subscales; for the DBRS, z scores
were calculated for Hyperactivity and Oppositional-Defiant factors; and for the DISC, z
scores were calculated for Hyperactivity/Impulsivity and Oppositional-Defiant factors. Z
scores that corresponded to a BASC T-score of 65 were selected as the cutoff. A T-score
1
This also included 3 grandmothers who were raising the children. Mothers’ ratings were used instead of
fathers’ ratings because mothers tended to spend more time with their children, and therefore had more
opportunities to observe their children’s behavior, and approximately 20% of the sample included single
mothers.
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of 65 corresponds to the 92nd percentile based on national norms (Reynolds & Kamphaus,
1992). In this sample, the mean T-scores for the BASC-PRS Hyperactivity and
Aggression subscales completed during the screening were both 65, so hyperactivity and
oppositional-defiant indices of 0 corresponded to BASC screener scores of 65. Children
whose behavior ratings fell above a z score of 0 on hyperactivity and below 0 on
oppositional-defiance were classified as Hyperactive (HYP). Children whose behavior
ratings fell above a z score of 0 on oppositional-defiance and below 0 on hyperactivity
were classified as Oppositional-Defiant (OD). Children whose behavior ratings fell above
0 on both hyperactivity and oppositional-defiance were classified as comorbid
Hyperactive/Oppositional-Defiant (HYP/OD). In addition, to increase the distinctiveness
of the groups, children in the HYP group were required to score at least .31 higher
(corresponding to 5 T-score points on the BASC screener) on the hyperactivity index
than on the oppositional-defiant index. Similarly, children in the OD group were required
to score at least .31 higher on the oppositional-defiance index than on the hyperactivity
index. Children whose behavior ratings fell below a z score of -.34 on hyperactivity and -
.28 on oppositional-defiance, which both correspond to T-scores of 60 on screener BASC
Aggression and Hyperactivity subscales, were classified as non-problem (Nonprob).
Using this procedure to categorize children, mothers’ ratings of their children’s behavior
resulted in 34 children (12.1%) being placed in the purely hyperactive group, 23 children
(8.2%) being placed in the purely oppositional-defiant group, 98 children (35.0%) being
placed in the hyperactive/oppositional-defiant group, 60 children (21.4%) being placed in
the non-behavior problem group, and 65 children (20.3%) not fitting into one of the four
groups or having missing data and were therefore excluded from this study.
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Demographic Differences
Differences in demographic variables across the behavior groups are presented in
Table 1. The behavior groups did not differ significantly in terms of child gender. Ethnic
diversity varied significantly across the groups. The OD and non-problem groups were
predominately European American with few, if any, Latino children. Latino children and
Multi-ethnic children (many of whom were part Latino) were disproportionately
represented in the HYP/OD group. African American children were fairly evenly
distributed across the groups. The HYP/OD group tended to have less educated mothers
and fathers than did any of the other groups. The HYP/OD group also tended to have
lower family income and younger mothers than did both the OD and non-problem
groups. In addition, both the HYP/OD group and the HYP group tended to have a higher
proportion of single parents than the OD and non-problem groups.
Comparison of parent psychopathology based on questionnaires across behavior groups
A series of one-way ANOVAs were run in order to examine differences in
mothers’ and fathers’ reported psychopathology across the behavior groups (see Tables 2
and 3). Significant relationships were found between the behavior groups and mothers’
reports of Depression, Schizoid Personality, Avoidant Personality, Dependent
Personality, Schizotypal Personality, Borderline Personality, Paranoid Personality,
Anxiety, Somatoform Disorder, Alcohol Abuse, Drug Abuse, and PTSD, as reported on
the MCMI, as well as and current and past ADHD, as reported on the ADHD Symptom
Rating Scale for Adults. For fathers, significant relationships were found between the
behavior groups and Depression, Schizoid Personality, Avoidant Personality, Compulsive
Personality, Schizotypal Personality, Paranoid Personality, Anxiety, Somatoform
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Disorder, Bipolar, Alcohol Abuse and PTSD, as well as trends for Borderline Personality
and past ADHD. Significant ANOVA’s were followed by planned contrasts and Tukey's
HSD test to examine differences among the behavior groups.
Comparisons of externalizin g groups to non-problem children on narent self-report
questionnaires
Planned contrasts were conducted following significant ANOVA’s to compare
each of the behavior problem groups to the non-problem group on each of the subscales
of the MCMI, the aggregated measure of depression, and current and past parent ADHD
(see Tables 2 and 3 for maternal and paternal measures of psychopathology,
respectively). Mothers of HYP/OD children scored significantly higher on Depression,
Schizoid Personality, Avoidant Personality, Dependent Personality, Borderline
Personality, Paranoid Personality, Anxiety, Somatoform Disorder, Alcohol Abuse, PTSD,
and current and past ADHD than did mothers of non-problem children. There also were
trends for mothers of HYP/OD children to score higher on Schizotypal Personality and
Drug Abuse than mothers of non-problem children. In addition, mothers of HYP children
reported significantly higher levels of current and past ADHD than did mothers of non-
problem children. Mothers of OD children were not found to be significantly different
than mothers of non-problem children on any of the types of psychopathology measured.
Fathers of HYP/OD children scored significantly higher on Depression, Schizoid
Personality, Avoidant Personality, Schizotypal Personality, Borderline Personality,
Paranoid Personality, Anxiety, Somatoform Disorder, Bipolar, Alcohol Abuse, PTSD,
and past ADHD than did fathers of non-problem children. In addition, there was a trend
for fathers of HYP children to score significantly higher than fathers of non-problem
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children on Compulsive Personality. Fathers of OD children were not found to differ
significantly from mothers of non-problem children on any of the variables.
Comparison of hyperactive children and oppositional-defiant children ,0 comorhirl
behavior problem children on parent self-report questionnaire
Planned contrasts also were conducted to compare each of the single behavior
problem groups (hyperactive only and oppositional-defiant only) to the comorbid group
on each of the subscales of the MCMI, the aggregated measure of depression, and current
and past parent ADHD. As compared to mothers of HYP children, mothers of HYP/OD
children scored significantly higher on Schizoid Personality, Avoidant Personality,
Borderline Personality, Somatoform Disorder, and PTSD. In addition, there was a trend
for mothers of HYP/OD children to score higher on Depression and Paranoid Personality
than mothers of HYP children.
Compared to mothers of OD children, mothers of HYP/OD children scored
significantly higher on Depression, Schizoid Personality, Avoidant Personality,
Dependent Personality, Schizotypal Personality, Paranoid Personality, Anxiety,
Somatoform Disorder, Alcohol Abuse, Drug Abuse, and current and past ADHD. There
also was a trend for mothers of HYP/OD children to score higher on Borderline
Personality than mothers of OD children.
Fathers of HYP/OD children scored significantly higher than fathers of HYP
children on Depression, Schizoid Personality, Compulsive Personality, Schizotypal
Personality, Paranoid Personality, Anxiety, Somatoform Disorder, Bipolar, Alcohol
Abuse, and PTSD, and there was a trend for Borderline Personality. In addition, fathers
of HYP/OD children scored significantly higher than fathers of OD children on Schizoid
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Personal, ty, Schizotypal Personality, Paranoid Personality, and Alcohol Abuse, and there
were trends for Depression and Anxiety.
Comparison of children with opposition al defiance to children with hyperactivity on
parent self-report questionnaires
Neither mothers of OD children nor fathers of OD children significantly differed
fiom mothers of HYP children or lathers of HYP children, respectively, on any of the
types of psychopathology being measured.
Moderating Variables
Significant differences were found across groups on several demographic
variables (see above). In order to determine whether or not these demographic variables
moderated the relationships found between children’s group status and any of the parent
psychopathology variables, a series of 4 (Group) x 2 (Demographic Variable) ANOVAs
were run. Interaction terms were examined to evaluate possible moderating effects, and
the main effects of group were examined to determine whether the effect of group
remained significant after controlling for these demographic variables. Demographic
variables included child gender (male, female), child ethnicity (minority, non-minority),
and mothers’ and fathers’ education (12 years or fewer, greater than 12 years). For child
ethnicity, within-group sample sizes were too small to examine ethnicity separately for
the three ethnic minority groups, so Latino, African-American, and Multi-ethnic children
were combined into an “ethnic minority” group. Ethnicity was then dummy-coded so that
0 represented ethnic minority children and 1 represented non-minority (white, European-
American) children. For parental education, the variable was dummy coded such that 0
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represented 12 years or fewer of education and 1 represented more than 12 years of
education.
When examining child gender, all group main effects (for both mothers’ and
fathers psychopathology) that were significant in the one-way ANOVAs remained
significant at similar p-values (with the exception of Compulsive Personality, which
became marginally significant, F = 2.54, p =. 06), suggesting that group effects remained
after controlling for gender. For child ethnicity, group main effects for mothers’ and
fathers’ psychopathology that were significant in the one-ways ANOVAs mostly
remained significant, with the exceptions of mothers’ Avoidant Personality, F = 2.38, p =
.07 and Compulsive Personality, F = 2.55, p = .06, suggesting that group effects also
remained after controlling for child ethnicity. For parental education, several of the group
main effects that were significant in the original ANOVAs were no longer significant
(including maternal Dependent Personality, F - 1.80, p = .15, Schizotypal Personality, F
= 1
.44, p = .23, Anxiety, F = 1.19, p = .31, and Drug Abuse, F = 1 .48, p = .22, as well as
paternal Avoidant Personality, F = 2.13, p = .10, Borderline Personality, F = 1.76, p =
. 16, Somatoform Disorder, F = 2.08, p = . 1 1 , and past ADHD, F = 1 .48, p = .22),
indicating that group main effects for these parental psychopathology measures may have
been accounted for by differences across groups in parental education. The remaining
main effects for group remained or approached significance.
There were no significant interactions between child gender and group for any of
the maternal or paternal psychopathology variables. There were significant interactions
between child ethnicity and group for mothers’ Depression (F= 3.01, p < .05), Schizoid
Personality (F = 2.82, p < .05), Dependent Personality (F = 2.22, p < .05), Antisocial
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Personality (F = 2.77, p < .05), Schizotypal Personality (F = 3.05, p < .05), Paranoid
Personality (F = 3.18,/? <
.05), Anxiety (F = 4.07,/? <
.01), Somatoform Disorder (F =
3.74, p < .05), and past ADHD (F = 3.09. p < .05). There also were trends for mothers’
Avoidant Personality, Borderline Personality, and Bipolar (all p's < .10). One way
ANOVAs were conducted separately for mothers of minority and non-minority children
on these variables. Mothers of non-minority children did not differ significantly across
the groups on any of the measures of psychopathology. Mothers of minority HYP/OD
children reported significantly higher levels of Depression, Dependent Personality,
Antisocial Personality, Paranoid Personality, Anxiety, Somatoform Disorder, Avoidant
Personality, Borderline Personality and past ADHD, as well as marginally significantly
higher levels of Schizotypal Personality, than did mothers of minority non-problem
children. In addition, mothers of minority HYP children reported significantly higher
levels of past ADHD than did mothers of non-problem children.
For fathers, there was a Group x Child Ethnicity trend for Anxiety (F = 2.21, /? <
.09). A one-way ANOVA again was conducted separately for fathers of minority and
non-minority children on Anxiety. Fathers of minority HYP/OD children reported
significantly higher levels of Anxiety than did fathers of minority non-problem children,
as well as marginally significantly higher levels than did fathers of HYP children. Fathers
of non-minority children did not differ significantly across the groups on Anxiety.
Mothers’ education was used to examine the potential moderating relationship of
parental education on children’s group status and mothers’ psychopathology. There was a
significant Maternal Education x Group interaction only for mothers’ reports of
Somatoform Disorder (F = 3.19, p < .05). When separate one-way ANOVA’s were run
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for high and low education mothers, a significant relationship was found for low
education mothers, but not for high education mothers, such that low education mothers
of HYP/OD children were found to have reported significantly higher levels of
Somatoform Disorder than did low education mothers of HYP and non-problem children.
Fathers education was used to examine the potential moderating relationship of
parental education on children’s group status and fathers’ psychopathology. There were
no significant interactions on any of the variables.
Comparison of parent psychopathology based on interview across behavior groups
A series of chi-square tests were conducted to compare parent psychopathology
measured during a structured clinical interview across children categorized in the four
different groups (see Table 4). Parents were assessed for both current and lifetime
diagnoses of each disorder. Only those disorders that had enough parents diagnosed with
the disorder to run analyses are presented in Table 4. Disorders with which too few
parents were diagnosed, and therefore no analyses were run, included maternal and
paternal Dysthymic Disorder and Bipolar Disorder, as well as paternal Generalized
Anxiety Disorder, Obsessive-Compulsive Disorder, and Panic Disorder. In addition, a
number of substances abuse categories were combined due to low numbers of
participants meeting diagnostic criteria in each drug category. For mothers, a diagnosis of
Substance Abuse referred to lifetime abuse of the following substances: Cannabis,
Cocaine, Hallucinogens, Opioids, Sedatives, diet pills, and sleeping pills. For fathers, a
diagnosis of Substance Abuse referred to lifetime abuse of the following substances:
Cannabis, Cocaine, Amphetamines, Hallucinogens, Opioids, and Steroids.
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A significant relationship was found between children’s behavior group and
maternal current Major Depressive Disorder. Consistent with results using the MCM1,
there was a similar pattern of ethnic differences for Major Depressive Disorder. That is,
when ethnic minority and non-minority groups were examined separately, differences
were specific to minority mothers, with 28% of mothers of minority HYP/OD children,
17% of mothers of minority OD children, 14% of mothers of minority HYP children, and
no mothers of minority non-problem children meeting diagnostic criteria for current
Major Depressive Disorder. There was also a significant relationship between children’s
behavior group and maternal lifetime Substance Abuse, as well as a trend for maternal
lifetime Major Depressive Disorder. For fathers, a significant relationship was found
between children’s behavior groups and fathers’ current Alcohol Abuse.
Correlations with Observational Data
In order to explore whether or not the relationships found were likely due to
biases in parental report, a series of correlations were conducted between the parent
psychopathology variables and observer ratings of child non-compliance, child negative
affect, and child defiance, which were made based on audiotaped parent-child
interactions and videotaped mother-child interactions. A complete description of
audiotaped and videotaped observational data is beyond the scope of this paper, and can
be obtained from the author. Correlations with parent psychopathology revealed that
higher levels of maternal psychopathology, including Depression, Schizoid Personality,
Avoidant Personality, Dependent Personality, Antisocial Personality, Schizotypal
Personality, Borderline Personality, Paranoid Personality, Anxiety, Somatoform
Disorder, Bipolar, Alcohol Abuse, and past ADHD, were associated with higher levels of
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child non-compliance, and higher levels of maternal past ADHD also were associated
with higher levels of child defiance. In addition, higher levels of maternal Depression,
Schizoid Personality, Avoidant Personality, Dependent Personality, Histrionic
Personality, Paranoid Personality, Somatoform Disorder, Bipolar, Alcohol Abuse, PTSD,
and current and past ADHD were associated with lower levels of child negative affect.
Higher levels of paternal psychopathology, including Narcissistic Personality and
Bipolar, were associated with higher levels of child defiance.
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CHAPTER 4
DISCUSSION
The present study examined the relationship between mothers’ and fathers’
psychopathology and preschool children’s types of disruptive behavior problems.
Consistent with previous research, this study generally found that higher levels of parent
psychopathology were associated with higher levels of children’s behavior problems.
However, elevated levels of parent psychopathology were generally specific to parents of
children with comorbid hyperactivity and oppositional-defiance.
Consistent with previous research (e.g., Johnston, Murray, Hinshaw, Pelham, &
Hoza, 2002), mothers of HYP/OD children reported higher levels of depression than did
mothers of non-problem children, HYP children, or OD children. Mothers of HYP
children fell midway between mothers of comorbid and non-problem children on
measures of depression, although the difference between mothers of HYP children and
mothers of non-problem children was not significant. This is consistent with previous
research that suggests that higher levels of maternal depression are associated with the
presence of comorbid behavior problems among children with ADHD (e.g., Johnston,
Murray, Hinshaw, Pelham, & Hoza, 2002; Lahey et al., 1988). Interestingly, these effects
appeared to be specific to non-European American children. It may be that non-
European-American families have less access the mental health services, so they are less
likely to receive treatment. Although some research has examined moderating variables
such as child gender and socioeconomic status (e.g., Gartstein & Fagot, 2003) or within-
child characteristics, such as children’s intellectual and social-cognitive skills (see
Goodman & Gotlib, 1999 for a review), ethnic differences have generally been ignored
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when studying the relationship between parental psychopathology and children's
behavior problems.
In addition, although some research has suggested that the relationship between
children’s behavior problems and maternal depression depends on the severity of the
depression, rather than whether or not a diagnosis was made (Zahn-Waxler, Cummings,
McKnew, & Radke-Yarrow, 1984), this study found similar relationships when
examining depression diagnostically as well as based on a continuous measure of
symptom severity. Interestingly, a different pattern of results appeared using current vs.
lifetime diagnoses of major depression. Mothers of HYP/OD children had elevated levels
of current major depression (20%) compared to mothers in the other two behavior groups
(4.5% and 6.5%) and the non-problem group (2%). In contrast, the three behavior groups
all had higher lifetime rates of major depression (29% to 41%) than mothers of non-
problem children (17%).
For fathers, depressive symptomatology measured on the MCMI was significantly
related to children’s behavior problems, with fathers of HYP/OD children reporting
higher levels of depression than fathers of HYP and non-problem children. This is
consistent with research that has found that fathers of clinic-referred children do report
more depression than do fathers of non-referred children (e.g., Patterson, Reid, &
Dishion, 1992). However, based on parent interview, fathers’ diagnoses of Major
Depressive Disorder were not related to children’s behavior problems. Rates of clinical
depression among fathers were very low, sample sizes were smaller for fathers, and there
were some non-significant trends between depression diagnoses and behavior problems;
thus, a larger study would be needed to more thoroughly evaluate this relationship. In
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addition, there is some research to support the finding that fathers of behavior problem
children do not report higher levels of depression than do fathers of non-problem children
(Cunningham et al. f 1988; Lahey et al., 1988; Stewart, DeBlois, & Cummings, 1980).
Maternal anxiety was significantly related to children’s behavior group status
when measured continuously on the MCMI, although this effect did not remain
significant when maternal education was controlled. Based on continuous measures,
anxiety appeared to be elevated among mothers of HYP/OD children but not among
mothers of HYP and OD children. These results are inconsistent with the findings of
Nigg and Hinshaw (1998) who found that school-aged boys with ADHD (regardless of
comorbid ODD/CD diagnosis) and boys with symptoms of aggression and
noncompliance were marginally more likely to have mothers diagnosed with Generalized
Anxiety Disorder (GAD) in the past year than were comparison boys (Nigg & Hinshaw;
1998). However, this discrepancy may be because rates of diagnosable anxiety disorders
were much lower in the present sample (e.g., 3% of mothers of HYP/OD children and
none of the mothers of HYP children in the present study were diagnosed with GAD as
compared to 1 1% of mothers of ADHD/ODD children and 14% of mothers of ADHD
children in Nigg and Hinshaw ’s study), thereby limiting the power to detect differences.
This is also inconsistent with previous research by Chronis and colleagues (2003), who
found significant associations between maternal lifetime Social Phobia and Obsessive-
Compulsive Disorder and their children’s comorbid diagnoses of ADHD and ODD/CD. It
is unclear whether or not this discrepancy may be due to differences in rates of
diagnosable anxiety disorders because Chronis et al. do not report rates of individual
anxiety disorder but rather give rates of combined maternal anxiety disorder. Still, the
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lack of findings in the present study may have been due to the limited numbers of
mothers who met diagnostic criteria for many of the anxiety disorders, suggesting that the
cell sizes may have been too small to detect differences.
Fathers of HYP/OD children reported significantly higher levels of anxiety on the
MCMI than did fathers of HYP children and non-problem children. Similarly, fathers’ of
HYP/OD children reported higher levels of PTSD symptoms than did fathers of non-
problem children. Based on the diagnostic interview, there was a trend for paternal
lifetime Social Phobia to be related to children’s group status in which all four fathers
diagnosed with lifetime Social Phobia reported comorbid behavior problems in their
children. These findings are consistent with a study of older children which found that
boys with comorbid ADHD and ODD/CD were more likely than comparison boys to
have anxious fathers (Nigg & Hinshaw, 1998), although they did not look at specific
anxiety disorders.
Consistent with previous research findings that children of substance-abusing
parents are at an increased risk for developing disruptive behavior problems (e.g., Zucker,
Chermack, & Curran, 2000), this study found a significant relationship between
children’s group status and mothers’ Alcohol and Drug Abuse based on the MCMI;
however, the relationships Alcohol and Drug Abuse did not remain significant when
maternal education was controlled. Mothers of HYP/OD children reported higher levels
of both Alcohol and Drug Abuse than did mothers of non-problem children or mothers of
OD children. In contrast, according to diagnostic interviews, mothers of OD children had
the highest rates of lifetime Substance Abuse (23%), followed by mothers of HYP/OD
children (17%), mothers of HYP children (13%), and non-problem children (3%). A
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similar pattern emerged for lifetime diagnoses of Alcohol Abuse, although the differences
were not significant.
Consistent with previous research (e.g., Chronis et al., 2003; Loukas et al M 2003),
fathers’ alcohol abuse was related to children’s behavior problems. Based on the MCMI,
fathers of HYP/OD children reported higher levels of Alcohol Abuse than did fathers of
OD children, fathers of HYP children, and fathers of non-problem children. However,
based on diagnostic interviews, 14% of fathers of HYP children, 2% of fathers of
HYP/OD children, 5% of fathers of OD children, and no fathers of non-problem children
met diagnostic criteria for current Alcohol Abuse. Surprisingly, in contrast to previous
research (Frick et al., 1992), paternal Drug Abuse (based on either questionnaire or
interview) was not significantly related to children’s behavior problems, although
differences were in the expected direction. It is not clear whether this difference in
finding is due to the fact that the present study examined preschool-aged children and
Frick and colleagues examined school-aged children, or to other methodological
differences, such as differences due to biases in parent reports (Frick and colleagues
relied on maternal reports). In addition, most of the limited studies that examine
substance abuse in parents (including Frick et al.) do not differentiate alcohol abuse from
drug abuse in substance-abusing parents, and the strong association that has been found
between paternal alcohol abuse and children’s externalizing problems may explain the
more general findings of a relationship between substance abuse in parents and children’s
externalizing problems.
There were a number of significant relationships between children’s group status
and parental personality disorder symptoms. Mothers and fathers of HYP/OD children
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reported significantly more symptoms associated with personality disorders than did
mothers and fathers of non-problem children, OD children, and HYP children. However,
further analyses revealed that for mothers, these differences existed only for ethnic
minority children, and not for non-minority children. Furthermore, there was some
indication that the effects may be accounted for by differences in maternal education.
Consistent with previous research (Frick et al„ 1994), fathers of ethnic minority
HYP children reported higher levels of antisocial personality than did fathers of HYP/OD
children or non-problem children. However, no association was found between antisocial
personality and behavior problems for non-minority children. This is inconsistent with
research by Frick et al. (1992) who found that ODD and CD diagnoses in school-aged
children were significantly associated with parental antisocial personality, even after
controlling for race. This study suggests that the behavior problems associated with
children of antisocial parents may not develop until children are older. It also may be that
the present study failed to find this relationship because the present study used fathers’
reports of antisocial behavior, whereas previous studies have only considered mothers’
reports of fathers’ antisocial behavior (e.g., Frick et al., 1992).
Consistent with previous research (e.g., Frick et al., 1991; Lahey et al., 1989), the
present findings suggest that there is a relationship between mothers’ ADHD (both
current symptoms and past history of childhood symptoms) and their children’s
hyperactivity, regardless of comorbid oppositional-defiance. However, this effect
appeared to be specific to ethnic minority children. For fathers, past ADHD was
marginally significant, with fathers of HYP/OD children reporting higher levels of past
ADHD than fathers of non-problem children.
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Limitations
This study must be considered within the context of its limitations. First, this
study was based primarily on self-report and parent-report measures. As such, parents
may not be accurately reporting their children’s behavior problems, particularly if the
parent is suffering from his or her own psychopathology. In fact, some studies have found
that parents who are distressed rate their children as having more severe behavior
problems than do non-distressed parents (e.g., McFarland & Sanders, 2003). However,
exploratory analyses suggested that parent psychopathology was correlated with
observations of child behavior, suggesting that bias in parent reporting does not account
for the findings of the present study. Although an important strength of this study is its
individual examination of different parental disorders, another limitation of this study is
the small number of parents who met diagnostic criteria for certain diagnoses. In some
cases, sample sizes may have been too small to detect differences among the behavior
groups (e.g., maternal current Panic Disorder); for others, sample sizes were too small to
run analyses (e.g., maternal and paternal current and lifetime Bipolar Disorder).
This study is also limited in the interpretation of directionality. This study relied
on cross-sectional data, and therefore, it could not examine the direction of the
relationships between the various measures of parent psychopathology and children’s
behavior problems. Significant relationships were found between a number of the parent
psychopathology measures and children’s behavior group status; however, it is unclear
whether parental psychopathology causes children to display more behavior problems, or
whether children’s behavior problems cause parents to display greater levels of
psychopathology. Research suggests that the relationship is likely bidirectional, or
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transactional, such that parents’ behaviors and children’s behaviors influence one another
reciprocally (e.g., Cummings & Davies, 1994; Lytton, 1990). There also may be a third
variable not examined in this study that may account for the differences in parent
psychopathology found across children’s behavior groups. In addition, although this
study did examine child ethnicity as a moderating variable, analyses of child ethnicity
were limited by combining all African-American, Latino, and Multi-Ethnic children into
one ethnic minority group. However, combining the ethnic minority children was
necessary because sample sizes were too small to run within-group analyses.
Streneths
The present study adds to the existing literature on children’s behavior problems
and parent psychopathology in a number of ways. First, this study was unique in that it
examined parent psychopathology in fathers in addition to mothers. Much of the research
on parent psychopathology has focused on mothers. In addition, mothers and fathers
psychopathology has been more often examined by grouping disorders into categories
(e.g., Anxiety Disorders, rather than separately examining Panic Disorder, Social Phobia,
etc.), and the literature has tended to neglect examining Personality Disorders. This study
looked at individual psychological disorders (both Axis I and Axis II disorders) in both
mothers and fathers, and it considered parent psychopathology from both a categorical
(diagnostic) and continuous perspective.
Furthermore, this study is one of the few studies that has examined types of
behavior problems in preschool-aged children. While most research examines behavior
problems in school-aged children and older or examines behavior problems in young
children as a unidimensional construct, this study examined preschool children’s
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behaviors across subtypes of problems and looked at differences between children who
displayed one type of behavior problem (i.e., hyperactivity or oppositional-defiance)
versus multiple behavior problems (i.e., hyperactivity and oppositional-defiance).
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This
category
includes
lifetime
abuse
of
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following
substances:
Cannabis,
Cocaine,
Amphetamines,
Hallucinogens,
Opioids,
and
Steroids
1.
HYP
2.0D
3.
HYP/OD
4.
Nonprob
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